B3 lesions represent 3-10% of the histologically assessed lesions in mammography screening. They comprise different histopathological entities which provide benign histology, but are either known to show heterogeneity or to have an increased (albeit low) risk of associated malignancy, e.g. FEA, ADH, lobular neoplasia (LN), papillary lesions, radial scar, and phyllodes tumor. With regard to the differing cancer risk of these lesions, the authors demonstrate that many factors need to be considered to find an individually adapted recommendation for each patient. Avoidance of resecting too often and too much on the one hand, or resecting too seldom and too little on the other, requires an interdisciplinary team that takes into account and weighs all available information: biological risk, representative sampling, lesion size, and lesion extent, percentage of lesion removal, other individual risks and the possibility of surveillance.
The introduction of mammography screening has caused an increased detection of precancerous lesions. Nowadays, ductal carcinoma in situ (DCIS) accounts for up to 25% of all newly diagnosed breast cancer cases in screening regions [1, 2] . Furthermore, mammography screening has attracted attention to a variety of early precursor lesions that have been observed before at most as an accompanying finding in the vicinity of invasive breast carcinomas. These include intraductal proliferative lesions with atypia like flat epithelial atypia (FEA) and atypical ductal hyperplasia (ADH). The detection of these lesions in large core needle biopsies, used for the histological assessment of suspect mammographic lesions, especially microcalcifications, has brought about questions regarding their biological significance and practical management. They represent a broad spectrum of lesions with variable risk of progression. Nowadays it is not possible to identify with absolute certainty which of these lesions will progress and which not. The uncertainty how to handle them adequately is reflected in the histological classification used in mammography screening where these lesions are categorized as 'B3: lesions of uncertain malignant potential' [3] .
Tailoring the treatment of precancerous lesions according to each individual case is a multidisciplinary challenge, which involves radiologists and pathologists as well as breast surgeons and, in case of DCIS, radio-oncologists and medical oncologists. There is a particular dilemma to balance the risk of causing unnecessary overtreatment or leaving an increased risk of recurrence or progression.
Therefore, this issue of Breast Care addresses the topic of precancerous lesions in a multidisciplinary approach. Experts from the involved disciplines give a summary of the current knowledge about the evolution, diagnosis, and management of precancerous lesions. The aim is to improve our understanding and handling of these heterogeneous lesions by bringing together the different perspectives.
The prevalence, radiological appearance and assessment procedure of those lesions categorized as B3 in percutaneous breast biopsies is addressed by Heywang-Köbrunner et al. [4] . and to identify those patients who are at risk of tumor progression. Cunha et al. [12] give a comprehensive overview of our current knowledge of the biological mechanisms of progression of DCIS. Additionally, systemic therapeutic approaches that interact with well-established tumor promoting pathways and recommended standards for reporting of DCIS are presented. The authors point out that morphological classifications go some way to predicting prognosis, but more sophisticated approaches are required to better tailor therapy to the individual. These approaches have to take into account not only molecular changes in the tumor cells, but also in the host microenvironment that provides a complex milieu of cellular and noncellular components that interact with the neoplastic epithelial cells and modulate key cellular functions such as growth, differentiation, angiogenesis and invasion. The markers with the most promising clinical potential are reviewed in the article. Since a number of studies did not find significant differences in genetic alterations or gene expression profiles between the tumor cells of DCIS and invasive carcinomas so far [13] [14] [15] [16] [17] [18] [19] , the authors also focus on the potential role of microenvironment to better understand the transition from DCIS to invasive breast cancer. Further knowledge in this field will hopefully provide improved prognostic and predictive factors and will offer novel therapeutic opportunities to promote individualized treatment in patients with DCIS. It is my hope that the readers of Breast Care find the selection of articles featured in this issue as instructive and stimulating as I do. I enjoyed reading and editing the articles and would like to express my sincere thanks to the authors who made this focus possible by contributing their valuable time and expertise. tion. Appropriate treatment is crucial to prevent invasive breast cancer. But although nearly all conceivable combinations of surgery, radiotherapy and systemic treatments with anti-estrogens have been tested in different trials, the situation is still unsatisfactory. Important contributions are required from basic and clinical research to answer the most important questions [2] : Which DCIS is going to progress to invasive cancer and which will freeze in this stage? Which patient could be saved radiotherapy by complete excision of the disease? What are the criteria for complete excision in view of imaging and histologically assessed resection margins?
With respect to our currently limited ability to predict the biological behavior of DCIS, Kühn addresses the present handling of DCIS from the clinical perspective [10] . He sheds light on the effectiveness of surgery and the unfavorable therapeutic index of adjuvant treatment in the management of DCIS compared to invasive breast cancer. Although radiotherapy significantly reduces ipsilateral breast recurrences in unselected patients with DCIS, it has no effect on the already excellent overall survival of these patients. There is also no survival benefit from systemic anti-estrogen treatment with tamoxifen. Kühn gives a summary of the evidence that certain DCIS could be cured by complete surgical excision only. It is our current understanding, that DCIS is a localized process that is unicentric in most of the cases with a segmental distension within the ducts and lobules [11] . Consequently, Kühn emphasizes the need to evaluate a morphology-based treatment model that allows a complete resection of specified DCIS lesions without further adjuvant treatment.
Nevertheless, a more precise understanding of the biological behavior of the different subtypes of DCIS is needed to detect the decisive molecular mechanisms of tumor invasion
